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ABSTRACT
Adolescents in the United States are vulnerable to negative sexual health outcomes such as unplanned
pregnancy and sexually transmitted infections (STIs) due to a high prevalence of risky sexual behaviors in
this population. Research demonstrates that providing adolescents with comprehensive sexuality
education that addresses sexual health knowledge, attitudes, and behaviors can increase protective
behaviors, such as condom use and decrease negative health outcomes over the long term.
Implementing a comprehensive sexuality education program in a public school setting is an effective
strategy to reach a large number of adolescents and targeting early adolescents can influence student
sexual health knowledge, attitudes, and behaviors before most students initiate sexual activity.
Therefore, we plan to implement a school-based comprehensive sexuality education program in all 7th
grade health classrooms in the Fayette County, Kentucky public school system. The University of
Kentucky Department of Adolescent Medicine will partner with the Fayette County Public School System
to build their capacity to deliver the HealthSmart middle school curriculum “HIV, STI, & Pregnancy
Prevention”, an evidence-based comprehensive health education program. Community stakeholders
including local school administrators, teachers, parents, adolescents, and community organizations that
serve adolescents will assist in planning and monitoring the program through an Adolescent Health
Advisory Board. We will evaluate clinical outcomes of the program using a pretest/posttest design to
identify changes in students’ sexual health knowledge, attitudes, and behaviors. We will also evaluate
implementation outcomes including program fidelity, reach, dose delivered, dose received, and barriers
& facilitators to implementation to identify key successes and to continuously improve the program.
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Target Population and Need
Adolescence is a period of dramatic physical and social changes, and it marks a critical time for
youth to begin learning and practicing healthy behaviors that will impact the rest of their lives. This is
particularly true of sexual health, a topic that becomes increasingly pertinent as youth move through
middle school into high school. While only 8.3% of middle school students in Kentucky report ever
having sexual intercourse, by 12th grade nearly 60% of students report that they have had sexual
intercourse (Centers for Disease Control and Prevention, 2020b, 2020c). Sexual activity in adolescents is
often accompanied by sexual risk behaviors such as poor condom use, low birth control adherence, and
low rates of screening for sexually transmitted infections (STIs) (Centers for Disease Control and
Prevention, 2020b). These behaviors can lead to negative health outcomes such as STIs and teen
pregnancy so it is critical to introduce early adolescents to safer sex practices before they initiate sexual
activities (Centers for Disease Control and Prevention, 2020a).
Adolescents and young adults in the United States are at high risk of negative sexual health
outcomes. According to the CDC, half of all new STI infections nationwide occur in 15-24 year olds
(Centers for Disease Control and Prevention, 2020a). High rates of sexually transmitted infections and
unplanned pregnancy are likely related to several sexual risk behaviors common in this age group.
According to the 2019 Youth Risk Behavioral Surveillance System (YRBSS) data, nearly 38.4% of all U.S.
adolescents have had sexual intercourse, but nearly 46% of sexually active adolescents did not use a
condom at their last intercourse (Centers for Disease Control and Prevention, 2019). Adolescents in
Fayette County, Kentucky, where this project will be implemented, also face significant risks to their
sexual health and overall wellbeing.
Fayette County, Kentucky is home to over 65,000 children and adolescents under 18 (County
Health Rankings, 2020a). Although Fayette County ranks 5th out of 120 counties in overall health
outcomes, the community has significant unmet needs related to sexual health (County Health Rankings,

Bellnier 4
2020b). Fayette County reports the third highest rate of newly diagnosed chlamydia infections in the
state, at 759.7 per 100,000 residents (County Health Rankings, 2020a). These rates impact Kentucky
adolescents who demonstrate high rates of sexually risky behavior. While 39.2% reported that they have
had sex, nearly half (47.4%) of sexually active Kentucky adolescents did not use a condom at their last
sexual encounter (Centers for Disease Control and Prevention, 2020b). These risky behaviors are
compounded by low STI screening rates among this population which may increase the likelihood of
negative health outcomes from STIs. In Kentucky, 89.2% of adolescents have never been tested for HIV,
and 89.1% have never been tested for an STI other than HIV (Centers for Disease Control and
Prevention, 2020b). Low condom use rates can also translate to higher teen birth rates. While the
overall teen birth rate in Fayette County of 20 births per 1,000 teens is close to the national average of
18.8, there are significant racial disparities in the local teen birth rates that must be addressed (County
Health Rankings, 2020a; Martin, Hamilton, & Osterman, 2018). Whereas the teen birth rate for White
adolescent girls is 13 per 1,000, birth rates range from 35 per 1,000 for Black adolescent girls to 56 per
1,000 for Hispanic adolescent girls (County Health Rankings (2020a). The dramatic disparities between
racial groups point to larger issues in the Fayette County community such as systemic racism, individuallevel discrimination, and socioeconomic disparities.
Approximately 17% of children in Fayette County live in poverty, with significant differences
across racial groups. Whereas 11% of non-Hispanic White
children in Fayette county live in poverty, that percentage
increases to 45% for Hispanic children and 46% for Black
children, despite Fayette County being comprised of 70.9%
White residents but only 14.8% Black and 7.4% Hispanic
residents (County Health Rankings, 2020a). The racial
disparities in these figures, illustrated in Table 1, highlight

Table 1. Fayette County Poverty
Rates by Racial Group
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the need for significant interventions to improve health outcomes in Fayette County youth, particularly
among Black and Hispanic adolescents who make up 22.8% and 17.8% of the student population,
respectively, in the Fayette County Public School System (Fayette County Public Schools, 2020a).
The likelihood of youth engaging in risky sexual practices rises as they age, so it is critical to
intervene before youth initiate sex. Research demonstrates that exposure to sexual health education in
early adolescence can delay initiation of intercourse, and reduce risky sexual behaviors later in
adolescence so middle school aged youth are an ideal target audience for sexual health education and
skill building (Grossman, Tracy, Charmarman, Ceder, & Erkut, 2014; Mueller, Gavin, & Kulkarni, 2008).
Additional information about teen STI and pregnancy rates at the local, state, and national level is
provided in Table 2.

Community Resources for Middle School Students
The Lexington-Fayette County community has a wide variety of available resources to support
the overall health and wellbeing of adolescents in the community. Organizations such as The Carnegie
Center for Literacy & Learning, Fayette County 4-H, Partners for Youth, Upward Bound, Kentucky
Refugee Ministries, Girls on the Run, The LEAP Academy, The Girl Project, Lexington Leadership
Foundation, and YMCA Black Achievers offer after school programming and engagement opportunities
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to provide middle-school youth with academic and social support (Partners for Youth). In addition to
education and enrichment programs, there are many high-quality healthcare providers in the county
that serve children and adolescents. Over 200 pediatricians in the Lexington community provide
preventive care and treatment and the Kentucky Children’s Hospital provides emergency and acute care
to children, tweens, and teens facing serious or chronic illness. Another important resource for
adolescents in Lexington is the Fayette County Public School System.
The Fayette County Public School System (FCPS) serves over 40,000 students county-wide with
over 9,000 students in grades 6-8 (Fayette County Public Schools, 2020a). The school system provides a
menu of important supports that contribute to the overall health and wellness of adolescents. The
school makes breakfast and lunch available to students at low or no cost; offers referrals to community
health and social agencies; provides school-based mental health and occupational therapy as needed;
and hosts several school-based health clinics that are available for all FCPS students in need of
vaccinations, sports physicals, and other basic care (Fayette County Public Schools, 2020b). While the
FCPS and other community organizations listed above have provided important resources for
adolescents, there is still a need for more tailored support for adolescent sexual health.
Community Needs and Resources
Serving thousands of adolescents each year, the Fayette County Public School system is an ideal
setting for an adolescent sexual health program; however, to date, the school system has not provided
adequate support in this area. In 2017, local teachers, parents, and other stakeholders formed a
coalition called “Lex Ed” to advocate for the system-wide adoption of a stronger health curriculum with
medically accurate comprehensive sex education (Spears, 2017). Prior to the creation of this coalition,
the school system did not have universal standards in this topical area, leading to a patchwork of
approaches across the school system and inconsistent educational outcomes for students (Spears,
2017). As a result of the advocacy work from Lex Ed, in 2018, the Fayette County School System adopted
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“HealthSmart,” a comprehensive health education curriculum for 6-12th grade students that includes
age-appropriate comprehensive sex education modules (K. Mark, personal communication, September
11, 2020). In addition to general wellness topics such as “Nutrition & Physical Activity,” the HealthSmart
curriculum provides lessons on sexual health topics including “Abstinence, Puberty & Personal Health”
and “HIV, STI & Pregnancy Prevention” (ETR, 2020c). The HealthSmart program is separated into ageappropriate curriculum for 6-8th grade students, and 9th-12th grade students. We will utilize the 6-8th
grade materials for our intervention. This curriculum has the potential to improve sexual health
outcomes for thousands of Fayette county adolescents, but the lack of comprehensive teacher training
and support for the new curriculum means that these important lessons are currently underutilized in
the school system (K. Mark, personal communication, September 11, 2020). In 2018, the school district
held the first ever professional development day for all Health and PE teachers (Fayette County Public
Schools, 2018). This training was an important step for coordinating health education in the district, but
significantly more teacher training and support is needed to improve health outcomes for all Fayette
County youth.
Our program will work to dramatically increase the Fayette County School System’s capacity to
utilize this innovative new curriculum by providing comprehensive training and implementation support
for health teachers at all 12 local middle schools. The program will improve delivery of, and fidelity to,
the HealthSmart middle school curriculum using the most important existing resource available: health
and PE teachers who already serve nearly 10,000 middle school youth in Fayette County. Training and
one-on-one coaching will be provided to all teachers to empower them to deliver the “HIV, STI &
Pregnancy Prevention” module of the curriculum to early adolescents in 7th grade with high fidelity and
confidence.
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Evidence-Based Program
The HealthSmart curriculum is the result of many years of research on best practices to increase
health literacy and protective health behaviors in adolescents. It is uniquely designed to meet the needs
of both adolescents and educators, and it is well aligned with both state and national health curricula.
The curriculum aligns with national standards including the National Health Education Standards,
National Sexuality Education Standards, the CDC’s Health Education Curriculum Analysis Tool and the
CDC’s “15 Characteristics of an Effective Health Education Curriculum”(ETR, 2020a). HealthSmart lessons
are also aligned with Kentucky Academic Standards for Health Education. For example, according to
Kentucky health standards for 7th grade students, health programs are expected to help students
“determine the benefits of being sexually abstinent and summarize ways to prevent pregnancy,”
“explain signs, symptoms, transmission and prevention of the most common STDs” and “compare and
contrast how refusal and negotiation skills are used to avoid or reduce health risks” (Kentucky
Department of Education, 2020, pp. 38, 39). All of these competencies and more are addressed in the
middle school “HIV, STI, & Pregnancy Prevention” module that will be delivered during the intervention
(ETR, 2020b). The curriculum focuses on increasing sexual health literacy, influencing student attitudes
and beliefs related to safe sexual practices, and building student self-efficacy and negotiation skills, a
comprehensive strategy that is likely to result in improved sexual health outcomes for Fayette County
youth from all backgrounds.
Program Reach
The ultimate goal of the HealthSmart Sex Education intervention is to improve adolescent health
outcomes by making high quality sexual health education available to all 7th grade students in Fayette
County Public Schools. To achieve this, we plan to train all middle school health teachers to deliver the
curriculum and to prepare FCPS teachers and administrators to continue to train and support new
teachers after the grant ends. The teacher training will take place in stages during the 3-year grant
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period to allow for annual program evaluation and improvement. During the first year of the program,
teachers from Leestown, Winburn, and Morton Middle schools will receive intensive teacher training
and implementation support to begin delivering the HealthSmart sex education program in their 7th
grade classrooms. Assuming that approximately 1/3 of all students in these schools (one entire grade
level) will receive the intervention, we estimate that 863 students will be served during Year 1. During
Year 2, teachers from five more school sites (Jessie Clark, Southern, Tates Creek, Lexington Traditional
Magnet, & SCAPA at Bluegrass) will be trained and added to the intervention, bringing the total number
of students served in year 2 to 1901. In Year 3, teachers from four remaining schools will be trained to
deliver the program. The addition of Edythe J. Hayes, Beaumont, Bryan Station and Crawford Middle
schools will bring the total number of students served in Year 3 to 3093. We anticipate that by the end
of the grant period approximately 5857 students will receive the intervention at the 12 participating
middle schools. Additional information about school enrollment is provided in Table 3.
To enhance the health outcomes of FCPS middle school students and reduce disparities in teen
pregnancy rates among adolescents, we will also work to connect students who participate in the
program to tangible sexual health resources in the school system and other appropriate community
agencies. An Adolescent Health Advisory Board will be established, and they will develop a list of
healthcare resources available to youth including school-based health clinics, Family Resource and Youth
Service Centers, and the Lexington-Fayette County Health department. We anticipate that
approximately 10% of all youth who participate in the intervention will seek other health resources
resulting in approximately 585 youth served through supplemental health services. Access to these
health services will be particularly critical for students who live in neighborhoods where health services
are extremely limited, and this increased access may contribute to a reduction in health disparities
among youth who are most at risk for teen pregnancy.
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Table 3.

Program Approach
To address sexual risk behaviors in Fayette County, Kentucky we will implement a sexual risk
reduction program in all twelve Fayette County Public Schools utilizing sexual health lessons included in
the “HIV, STD & Pregnancy Prevention” module of the HealthSmart middle school curriculum. The
HealthSmart curriculum was developed based on a large body of evidence regarding the features of an
effective sexual risk reduction program. Multiple studies have demonstrated that comprehensive sex
education programs are more effective than abstinence only programs at reducing sexual risk behaviors
and increasing long-term condom use (Morales et al., 2018). In addition to increasing participant
knowledge by providing accurate information about sexual risks and strategies for preventing negative
outcomes, the most effective sex education programs also target important cognitive determinants of
safer sex (Schaalma, Abraham, Gillmore, & Kok, 2004). These cognitions include participant attitudes,
beliefs, intentions to practice safer sex, and skills such as condom use and negotiation which are proven
to correlate with sexual behaviors such as delaying sexual intercourse, and using condoms during
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intercourse (Schaalma et al., 2004). A large body of research demonstrates that comprehensive sexual
health interventions that are based on theoretical frameworks designed to address cognitive factors
ultimately improve behavioral outcomes such as condom use that result in reduced rates of STIs and
unplanned pregnancy (Morales et al., 2018). The HealthSmart middle school curriculum which is
designed using the Theory of Planned Behavior is no exception, providing 15 lessons on topics ranging
from “Healthy Romantic Relationships” to “Negotiating Condom Use” which will increase student
negotiation skills and attitudes towards safer sex practices (ETR, 2020b).
ETR (Education, Training, and Research), the organization that developed HealthSmart has a
long history of creating and disseminating evidence-based comprehensive sex education programs for
adolescents. ETR’s older sexual risk reduction programs such as “Making Proud Choices!” have
demonstrated positive sexual health behavioral outcomes, such as more consistent condom use and
reduced likelihood that youth will have unprotected sex, in randomized control trials (Jemott III, Jemott,
& Fong, 1998). Since this early evidence of the program’s effectiveness, Making Proud Choices! has
become a widely implemented sexual health intervention program which was delivered to almost
64,000 youth through the national Personal Responsibility Education Program (Chinman, Acosta,
Ebener, Malone, & Slaughter, 2016; Zief, Shapiro, & Strong, 2013). The sexual health modules of the
HealthSmart curriculum are based on lessons learned from the evaluation of Making Proud Choices! and
other evidence based ETR programs. The curriculum is also aligned with the National Sexuality Education
Standards which were “designed to address the inconsistent implementation of sexuality education
nationwide” and provide “essential content and skills” for students at all grade levels (ETR). The
HealthSmart lessons are designed to address student knowledge, attitudes, and behaviors (KAB) through
interactive skill-building lessons that are delivered with age-appropriate content and activities in a
school-based setting (Schrag). The program is also designed to be accessible for multiracial/ethnic
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populations and can include adaptations to make the program more appealing to youth in diverse
settings (ETR, 2020d).
The HealthSmart Sex Education program will reduce negative health outcomes and health
disparities in Fayette county by addressing several existing weaknesses in previous health education
programming. The HealthSmart curriculum provides concrete lesson plans for critical sexual health
concepts including affirmative consent; healthy relationships; reproduction and pregnancy; STI
prevalence, consequences, and susceptibility; HIV transmission; condom use; birth control methods; and
social skills for resisting sexual pressure and negotiating condom use (ETR, 2020b). These lessons will
help eliminate learning gaps that may exist due to previous lack of exposure to sexual health materials,
provide information for making healthy choices, influence cognitive factors that predict behaviors
(attitudes and intentions), and they will equip students with concrete skills for negotiating and using
condoms and contraception in the future. Overall, the curriculum will help improve adolescent sexual
health outcomes by increasing student awareness of sexual health risks and increasing their ability to
delay sex and utilize condoms and contraception. Delivering the program through the Fayette County
Public School system where over 9,000 middle school students receive health education will optimize
the number of early adolescents that can be reached in each year of the grant and increase the school
system’s capacity to reach thousands of students per year after the grant ends.
Implementation Staff & Partners
The HealthSmart Sex Education implementation will be coordinated by researchers and staff
from the University of Kentucky (UK) Adolescent Medicine and staff from the Fayette County Public
School system. UK Adolescent Medicine is uniquely positioned to support adolescent health through
health education, clinical care, and research coordination. UK Adolescent Medicine currently serves local
adolescents through primary care, nutrition counseling, mental health evaluation and treatment,
reproductive care, and the Young Parents Program which provides coordinated healthcare for
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adolescent women and their children during and after pregnancy (University of Kentucky Healthcare).
The Fayette County Public School system is also well equipped to implement the sex education
intervention. FCPS provides quality education to over 42,000 K-12 students and employs over 2,800
teachers (Fayette County Public Schools, 2020a). Increasing FCPS capacity to provide effective health
education to 7th grade students in all middle schools will impact the health literacy and health outcomes
of approximately 3,000 local early adolescents each year. UK Adolescent Medicine has recently
partnered with the public schools to provide comprehensive health services in all high schools and will
gradually be expanding health services into all middle schools (Fayette County Public Schools, 2020b).
This existing partnership has enabled our organizations to build trust and strong collaboration between
staff members and will ensure successful implementation of the intervention.
Community Advisory Board
While implementing a new curriculum and shifting cultural priorities around health education
within a school system can be difficult, we have spent the last year building community support for the
implementation of comprehensive sex education lessons for middle school students in the Fayette
County School System to increase the speed of program uptake once the grant begins. The FCPS
wellness coordinator, Anne Frizzle, was an essential partner in developing a positive relationship with
the school system and other partners. Ms. Frizzle has served the FCPS school system for many years and
was pivotal in getting the HealthSmart Curriculum approved in the schools. She has helped the UK
Adolescent Medicine team understand the unique dynamics of the school system build support for the
program among school staff and administrators. The Principal Investigator and Project Manager worked
with Ms. Frizzle to assemble stakeholders from Fayette County Public Schools, Lex Ed Coalition (no
longer active) and other community organizations to serve on the Adolescent Health Advisory Board,
which will guide the development of the intervention and will continue to identify needs of adolescents
and local resources available to meet them. (See Table 4. for detailed description of members.) The
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team identified FCPS administrators and teachers to invite to the board, and these teachers and
administrators, in turn, invited two parents from the 16th District Parent Teacher Association. The group
also identified a diverse group of three high school students for the board to provide important
perspective about their experiences with middle school wellness lessons and the needs of adolescents in
Fayette County. Permission for the students to participate was obtained from their guardians. The
Adolescent Health Advisory Board will meet quarterly (via Zoom) to provide input on program design,
potential challenges, and community needs and resources.
Our first priority for building school-based support for the HealthSmart sex ed program was
identifying school based “champions” who are excited about the new program and willing to help
cultivate support within their individual school communities. Local middle school teachers and staff who
endorsed the Lex Ed petition for comprehensive sex education, or who were identified by Ms. Frizzle as
champions of the program, were contacted and invited to participate in the Adolescent Health Advisory
Board to inform the program development process. These supporters along with Ms. Frizzle helped
Adolescent Medicine staff meet with other FCPS school principals and administrators to advocate for
the program and select schools for Year 1.
Through this process we identified three middle school principals who were enthusiastic about
the program and willing to offer their schools as the first implementation sites. These principals
recruited health/PE teachers at their schools to serve as the first trainees for the sex ed program.
Participating schools for Years 2 and 3 have also been identified as detailed in Table 3. Funding from the
grant will be used to hire two health education instructional coaches who will help facilitate teacher
trainings, provide customized one-on-one coaching to support teachers, and help facilitate data
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collection and program evaluation activities. These
staff members will be employed by FCPS for the
duration of the grant (supervised by wellness
coordinator Anne Frizzle) and will provide critical
support to teachers who are delivering the sex ed
program. A social worker from UK Adolescent
Medicine will contribute to program sustainability
by facilitating student referrals to community
health resources during and after the grant.
Program Planning & Readiness
The first task of Year 1 will be to deliver professional development trainings for participating
teachers. Research demonstrates that “high quality teacher training is required for high quality sexual
health promotion in classrooms,” so the training for this new curriculum will extensively cover the
content knowledge, social skills, and classroom management techniques needed for successful delivery
of the program (Schaalma et al., 2004, p. 264). Trainings for the HealthSmart Sex Ed Intervention will
take place over 5 days during the summer prior to the program launch and will be designed to meet
professional development requirements for FCPS teachers to reduce the burden of the trainings they
are required to attend. The HealthSmart Sex Education trainings held in Year 1 will be led by staff from
UK Adolescent Medicine; FCPS Wellness coordinator Anne Frizzle; the health instructional coaches; and
professional trainers from ETR, the distributors of the HealthSmart Curriculum. UK Adolescent Medicine
staff will help contextualize the HealthSmart curriculum by providing information about health risks and
challenges faced by Fayette County adolescents. ETR staff will provide hands-on training on the delivery
of the HealthSmart curriculum and strategies for maintaining student engagement and classroom
management while teaching “taboo” topics. The Wellness coordinator and instructional coaches will
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facilitate teach-backs and other interactive activities on sexual health topics. The training will also
specifically address how teachers can ensure the program is inclusive for all students, including
strategies for including LGBT students by using gender-neutral language when describing sexual
anatomy or sexual behaviors during lessons, trauma-informed procedures for allowing students who
may have experienced sexual violence to leave the room if they experience distress during lessons, and
tools to make lessons more accessible for students who are English language learners. These trainings
will help teachers become more familiar with the structure and content of the curriculum and increase
their self-efficacy and skill with delivering the material in a sensitive manner for all students. At the end
of the trainings, Anne Frizzle and the instructional coaches will hold a work session with the participating
teachers to identify any concerns about the program and to clarify areas of uncertainty. During the
semester, the instructional coaches will work one-on-one with teachers to discuss any challenges they
face in delivering the material and provide additional resources and fidelity support for the program.
Teachers will also be invited to a Zoom meeting twice each semester to allow them to discuss challenges
with the program and share strategies for improving program implementation. In Year 2 and Year 3,
teachers from earlier cohorts will serve as mentors and resources for the new cohort of teachers.
Program Adaptations
Fidelity to the lessons and curriculum will be critical to ensure the best possible outcomes for
students, but minor adjustments may be needed to improve the acceptability of the program across
schools. During the teacher work sessions in the summer prior to implementation, educators will
identify specific adaptations needed for their unique student population. The instructional coaches will
provide guidance on acceptable adaptations utilizing “General Adaptation Guidance: A Guide to
Adapting Evidence-Based Sexual Health Curricula” provided by ETR (ETR Associates & Health, 2012).
Acceptable adaptations may include adapting wording or photographs in lessons and role play scenarios
to make them more reflective of local youth, updating statistics and other health information, “making
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activities more interactive, appealing to different learning styles,” or tailoring language to make it more
inclusive of youth based on gender, sexual identity, etc. (ETR Associates & Health, 2012, p. 2). If teachers
are interested in additional adaptations, they will work with an instructional coach to ensure that these
adaptations do not detract from the efficacy of the program. Program adaptations will be recorded and
tracked throughout the program implementation so they can be noted in relation to final outcomes.
Program Implementation and Formative Evaluation
Winburn Middle School, Leestown Middle School, and Morton Middle School, the three schools
that will serve as implementation sites during Year 1 represent significantly different neighborhoods and
student populations in the Lexington area. The diversity of students and resources in each school
reflects the vast differences that exist across the larger student body in Fayette County. By
implementing the program in three significantly different school populations during Year 1, we will begin
to understand the unique needs and challenges of diverse adolescent groups in the county and develop
better strategies for improving their sexual health outcomes.
Since the HealthSmart curriculum has already been adopted by the Fayette County Public
Schools, and the intervention will be delivered as part of the normal school curriculum, there is not a
need for student recruitment to the program. However, as is standard for sexual health programs
offered in a school setting, we will utilize a passive consent process to provide student’s families with
information about the content of the program prior to beginning the intervention. At the beginning of
each school year, families in the intervention schools will receive a letter that describes the content and
goals of the program and provides information about how families can opt-out if desired. Parent
notification letters will be based on materials provided by ETR (the authors of HealthSmart) but
customized and adapted to be appropriate for each individual school. Delivering the program in an optout rather than an opt-in fashion is expected to increase the number of students that will be exposed to
the program (Blom-Hoffman et al., 2009).
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The 15 HealthSmart Sex Ed lessons will be delivered in regularly scheduled 7th grade health
education classes throughout the fall and spring. During the school year, the UK Adolescent Medicine
clinic will continue to provide medical care for FCPS middle school students through existing
partnerships, and they will work to increase student awareness of other community health services, and
facilitate student care from referrals through posters, hand-outs, letters to parents, and other classroom
materials. Knowing that about 8% of middle schoolers willingly report being sexually active (and this
may be low due to student concerns about self-reporting), we anticipate that approximately 10% of
students involved in the intervention will seek some form of care (contraceptive counseling, free
condoms, health checks, STI screenings, etc.) offered by UK Adolescent medicine, resulting in about 86
student referrals during the first year (Centers for Disease Control and Prevention, 2020c). By the end of
the grant term, we expect that over 550 students will receive these services. If requested by school
administrators, UK Adolescent Medicine staff will provide additional information to classrooms and/or
parent association meetings to increase awareness about their services and increase student comfort
with seeking services.
During Years 2 and 3 of the program, the wellness coordinator and instructional coaches will
continue to support schools from the previous cohorts and begin working with health teachers and
other school administrators to prepare the next school sites for implementation. Each summer, health
teachers from the new cohort of middle schools will participate in a 5-day training covering the same
content as Year 1, with slight adaptations and additions to the training material based on feedback from
the previous cohorts. The Year 2 trainings will be led by UK Adolescent Medicine staff; the wellness
coordinator; the instructional coaches; and teachers from the previous cohort that demonstrated
successful implementation of the program. In Year 3, teacher trainings will be led by solely by the
wellness coordinator and teachers from Year 1 and 2 cohorts. This important step will increase program
sustainability by reducing teacher reliance on the instructional coaches who will be leaving the FCPS at
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the conclusion of the grant. Following each annual training, the new cohort of teachers will participate
in a work session to identify any adaptations that are needed for their specific student populations and
they will work with the instructional coaches to ensure that adaptations do not compromise fidelity to
the program. Throughout the year, the instructional coaches will attend health classes to evaluate
teacher delivery of the program and demonstration of the inclusivity practices that were introduced
during training. During their site visits, instructional coaches will complete a fidelity checklist to evaluate
the lesson they observed, and they will work one-on-one with teachers to troubleshoot any issues with
fidelity or other challenges with the program.
Each year we will conduct ongoing evaluation of teacher support strategies by administering pre
and post intervention surveys to the new cohort of teachers regarding their experience with the
program. Surveys will include questions about teacher comfort with the material, challenges
implementing the lessons, adaptations they chose to make and reasons for these adaptations,
effectiveness of one-on-one coaching, and other areas of support that are needed. Survey data will
remain anonymous to reduce response bias and allow teachers to express their opinions about the
support they received throughout the year. The instructional coaches and Project Director will work
together to present the results of the teacher surveys to the wellness coordinator and other
stakeholders, and they will identify adaptation challenges and improve coaching and support strategies
for the following year. During Years 1, 2, and 3, the instructional coaches will spend most of their time
observing, evaluating, and coaching the new cohort, but they will continue to provide support to
previous cohort teachers as needed. As the project progresses into Year 2 and 3, teachers from the
previous cohort(s) will also become an important resource for new teachers, providing additional
guidance and support about managing classroom dynamics during the lessons.
Evaluating student experiences and outcomes of the program will also be critical. At the
beginning of each year, a sample of 7th grade middle school students (both students from current

Bellnier 20
intervention sites and students from the four schools which will serve as comparison sites until they
receive implementation in Year 3) will complete an online survey to assess their knowledge, attitudes,
and behaviors (KAB) as they relate to sexual health and sexual health risks. We will attempt to
demographic match intervention and comparison schools to minimize possible socioeconomic
disparities in our analysis. The survey will be delivered again at the end of each year, and students that
have not received the intervention will serve as a comparison group to help evaluate the effectiveness
of the program. Anonymous opinion surveys will also be administered annually to a random sample of
50 students from each school in the new cohort to evaluate the acceptability of the program. Students
will be asked to provide feedback on the content and delivery of lessons which will help teachers
continue to adapt and improve the program to increase student engagement in the curriculum. At the
end of each school year the student survey on KAB will be re-administered to the intervention cohorts,
as well as the comparison group (in Year 1 and 2). These data will be compared to baseline surveys to
assess the impact of the program. Annually, reports demonstrating the change in student KAB over time
will be created at both the individual site-level, and the macro-level with data from all school sites
compiled. These reports will help illustrate the areas of improvement both locally and across the school
system and will help FCPS leaders understand the areas that still need improvement going forward.
Program Retention
Ensuring retention of implementation sites and participating teachers will be a high priority for
the HealthSmart Sex Education Intervention. Our program will utilize several strategies to ensure that
teachers are adequately prepared and supported to maintain strong engagement in the program
throughout the grant period and beyond. The first step our team has taken to ensure program retention
is building a strong network of support from stakeholders through the Adolescent Health Advisory
Board. Our team has worked to establish strong relationships with school administrators, teachers,
parents, students, and other community partners who have provided invaluable input on how to
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navigate potential challenges with program implementation. Sex education is often a challenging topic
for schools to address, but research demonstrates that identifying project champions is a best practice
for implementing change, so building support for the intervention with project champions who are
school administrators and staff is critical for the success of the program (Powell et al., 2015). Since the
HealthSmart curriculum has already been adopted in Fayette County Public Schools and the school
administration has been involved in program planning, we expect that the program will be well
supported from an administrative level, which will set the tone for participating teachers.
School administrators and teachers will benefit from program implementation in a number of
ways. First, all expenses associated with the trainings will be paid for by the grant with no cost to
participating schools. The grant will also provide funding for materials needed for the intervention
including sex education demonstration kits, and student workbooks for each school. Participating
teachers will receive a small stipend during the first year they are involved in the program to account for
extra time spent planning and preparing for lessons. During Year 2 and 3, teachers that help facilitate
the 5-day training will receive an additional stipend to account for their time. These financial incentives
will reduce the cost burden on schools, increase administrator support, and help increase teachers buyin for the curriculum. Additional mechanisms of ensuring teacher retention were described in earlier
sections. These mechanisms include one-on-one sessions with the instructional coaches and
collaborative planning meetings via Zoom with other teachers involved in the intervention. The coaching
sessions and team meetings will provide teachers with critical social support and enable them to share
resources and ideas that reduce barriers to program implementation.
Potential Challenges
As is common with an intervention involving multiple stakeholders and school sites, there are
possible challenges to program implementation which our team has identified and will work to mitigate.
The first challenge we anticipate is obtaining permission and support from the Fayette County School
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system to conduct research with staff and students. Conducting research in a school setting requires a
number of formal steps to obtain permission from the Office of Grants, Research, Accountability, and
Data (GRAD); school principals; as well as parents and guardians (Fayette County Public Schools, 2020c).
Our team has already submitted a formal proposal to the Fayette County Public School GRAD office
detailing the purpose of our study, benefits of the study for FCPS staff and students, a description of our
data collection and data analysis plan and a letter of support from our District Co-sponsor Anne Frizzle,
the FCPS Wellness coordinator. This proposal was developed with the assistance of the Adolescent
Health Advisory Board (which includes several FCPS staff members) and incorporates their feedback
about minimizing burden and maximizing the benefits of the program. The school district has expressed
support for our proposal, pending approval from UK’s Institutional Review Board.
The next challenge we anticipate will be securing support from principals at all 12 middle
schools in the district. As described previously, we have already secured explicit permission to
implement the program from principals in all twelve school sites, but we will continue working to build
relationships and ongoing support for the program from principals through our Adolescent Health
Advisory Board and other existing relationships. The support of Anne Frizzle and other FCPS
administrators, as well as the incentives provided by the program, will help with strengthening principal
buy-in to the program.
Approval of the project from FCPS administrators and school principals will also be the gateway
for building support among parents and guardians at each school. Prior to implementation in the new
school sites, the project director and instructional coaches will meet with each principal to develop a
parent engagement plan. While sex education is provided to students on an opt-out basis, meaning that
all students enrolled in 7th grade health classes will receive sex education unless their parent/guardian
requests an exemption, we believe the program will be more successful and sustainable with
widespread support from parents and guardians. Our team will work with school principals to facilitate
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parent association meetings and develop a plan for addressing questions and concerns from parents and
guardians. We will also work to increase parent support of the intervention and research activities
utilizing resources from the HealthSmart curriculum such as parent activity sheets. Parents who
understand the value of the lessons provided to their children and feel included in the lessons their
children are receiving from school are more likely to support the program in the future.
Performance Measures and Evaluation
The overarching goal of this intervention is to change middle school students’ sexual health KAB
to improve their health outcomes. We will work towards this goal by providing training and support to
Fayette County middle school health teachers to improve teacher self-efficacy in delivering sexual health
education and increase fidelity to the HealthSmart middle school sex education modules. This program
will include several important areas of implementation evaluation and clinical outcome evaluation,
described below. The study design of this project will break from traditional effectiveness trials and
incorporate a heavy emphasis on implementation. We will utilize an “Effectiveness-Implementation
Hybrid Type 2”, a mixed-methods study design that simultaneously tests the effectiveness of the
program (student outcomes) and the methods of implementation (teacher outcomes and feedback) to
produce a comprehensive picture of the outcomes of the program, and methods for improved
implementation in the future (Curran, Bauer, Mittman, Pyne, & Stetler, 2012).
Evaluation of Implementation Outcomes
Implementation evaluation will begin with the Year 1 cohort of the first three school sites.
Implementation evaluation measures will be used to evaluate the reach, dose delivered, and dose
received of the HealthSmart Sex Education intervention. We will also work to identify factors that served
as facilitators or barriers to successful implementation. To understand reach, we will record the number
of teachers who are trained to deliver the program and the number of students who are enrolled in
health classes of participating schools. The number of teachers involved in the intervention will be
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recorded by program staff, and student participation will be calculated from school enrollment records.
Dose delivered refers to the number of HealthSmart lessons that teachers deliver during the school year.
This information will be collected through teacher self-report logs that capture the name and number of
the HealthSmart lessons delivered, as well as date of delivery. These logs will be completed monthly by
teachers and submitted to the instructional coaches. The dose received will capture the percentage of
eligible students who are present at school during HealthSmart health lessons. This information will be
calculated by comparing student attendance logs with teacher self-report logs to determine the
percentage of students present during each HealthSmart lesson. These measures will continue to be
collected from all participating schools during Years 2 and 3. To understand barriers and facilitators to
project implementation we will conduct semi-structured qualitative interviews with all of the
participating teachers in years 1 and 2. Interviews will be conducted by the principal investigator, project
director, and graduate assistant (who are more neutral parties for the teachers than the instructional
coaches) and will focus on identifying issues that prevented teachers from successfully implementing
the program, or factors that assisted them in implementation.
We will also measure teacher fidelity to the HealthSmart middle school curriculum as an
implementation outcome. Throughout the program teachers will utilize a self-reported fidelity log
following 5 key lessons of the module to track their fidelity in delivering the HealthSmart sex education
modules. Self-reported data will be supplemented by a fidelity log completed by the instructional
coaches who will observe at least two key lessons for each teacher they are assigned to work with in
their first year of delivering the program, and one lesson in their second year. The fidelity log completed
by the instructional coach will be compared to the teacher’s self-reported fidelity and any discrepancies
will be discussed during one-on-one coaching. This process will help teachers identify issues with
implementation of the program, allow them to troubleshoot methods for improving fidelity to the
program, and improve the quality of self-report logs. Fidelity logs will be completed by all participating
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teachers during the first two years they participate in the program to document changes in fidelity over
time and to enable the instructional coaches to continually improve implementation support for
teachers. We anticipate that teacher fidelity to the program will improve with ongoing training and
support. Data from implementation measures will be shared with the Adolescent Health Advisory Board
quarterly to allow stakeholders to identify issues and plan necessary changes to improve program
delivery.
Clinical Outcome Evaluation
The evaluation of clinical outcomes will begin as soon as the program launches. First, we will
collect student self-report data on constructs including sexual health KAB, and self-efficacy. A sample of
3-5 classrooms of students from each school will be invited to complete a sexual health questionnaire at
the beginning and end of the school year to assess these constructs and their change resulting from the
HealthSmart intervention. The primary instruments that will be used for evaluation are “Mathtech
Questionnaires: Sexuality Questionnaires for Adolescents.” These tools, which were developed for a CDC
funded project are designed to evaluate the outcomes of sexual health education programs among
adolescents. The collection of questionnaires includes, “Knowledge Test, “Attitude and Value Inventory”
and a “Behavior Inventory” (Kirby, 2011). Each section of the test was designed ‘’with the help of about
20 professionals in the field of adolescent sexuality and pregnancy” who identified the most critical
outcomes of sexuality education programs, and developed items to reflect these outcomes (Kirby,
2011). The Knowledge Test contains 34 multiple choice items that address areas such as “adolescent
relationships, adolescent sexual activity, adolescent pregnancy...birth control, and sexually transmitted
disease”(Kirby, 2011). This instrument has been tested with middle school and high school students and
it has demonstrated a test-retest reliability coefficient of .89. (Kirby, 2011). The “Attitude and Value
Inventory” and “Behavior Inventory” were also developed by sexual health content experts to measure
student attitudes, values, and behaviors related to sexual health. The behavior inventory is particularly
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relevant to middle school students who may not yet be sexually active because it contains questions
about student communication skills and assertiveness skills, which can influence sexual behaviors in the
future (Kirby, 2011). See Appendix F for sample items.
Although all students in the intervention will be minors, the anonymous nature of the surveys
and co-sponsorship of the project by the FCPS will enable us to utilize a passive consent process for
research surveys. Since over 5,500 students will participate in the intervention during the grant period
and the cost and difficulty of surveying all participants would be prohibitive, the researchers will survey
a sample of 3-5 classrooms of students in each of the comparison and intervention schools each year. All
questionnaires will be programmed into REDCap so they can be completed electronically via a
smartphone, laptop, or desktop computer during class time. The project director and instructional
coaches will deliver the surveys instead of teachers to reduce desirability bias in students. The survey
administration process will be repeated at the end of the school year to allow researchers to determine
any changes in student KAB over time. Data from the student surveys will be compiled in REDCap
(Research Electronic Data Capture software) for data analysis. Dr. Zoe Washburne, a Biostatistician from
UK will complete data analysis for the program. Each year Dr. Washburne will analyze the data to
evaluate changes in student KAB. Dr. Washburne will also analyze results by student gender, racial
identity, and socioeconomic status, to determine if there are any significant differences across groups.
Data from the comparison group will enable the research team to determine if changes in student KAB
are incidental or related to the HealthSmart sex education intervention. We hypothesize that students in
the intervention groups will demonstrate a more dramatic improvement in sexual health KAB than the
comparison group.
Capacity of Applicant Organization
Established in 1865, the University of Kentucky (UK) is a public land grant university dedicated to
improving people's lives through excellence in education, research and creative work, service, and health
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care. As Kentucky’s flagship institution of higher education, the university plays a critical leadership role
by promoting diversity, inclusion, economic development, and human well-being. UK prohibits
discrimination on the basis of age, disability, sex, race, color, national origin, religion, sexual orientation
or gender identity. This policy is upheld and enforced across the University and all program partners are
required to follow this policy as a condition of collaboration. As stated in our mission, UK: Facilitates
learning, informed by scholarship and research; expands knowledge through research, scholarship and
creative activity; and serves a global community by disseminating, sharing and applying knowledge.
UK has robust infrastructure and expertise in place to manage a large-scale implementation grant
to support adolescent health. Research and academic activities at UK span 16 colleges, approximately 80
multidisciplinary research centers, and 30 core research facilities. UK faculty, staff, and students brought
in more than $429.2 million in new sponsored project awards in FY 2020. Of that total, UK was awarded
$272.2 million in grants and contracts by federal agencies. While the University’s portfolio of research
span numerous areas, many past and current projects carry a common thread of promoting and improving
health in vulnerable populations across the state of Kentucky. Through previous work in this region, the
University has developed strong partnerships with diverse stakeholders across the state of Kentucky
including local school systems, health departments, and non-profit organizations. Through these
partnerships, the University has successfully implemented programs to improve adolescent health such
as the “Green Dot” bystander-based violence prevention program to reduce social acceptance and
incidence of sexual violence among teens in Kentucky (Coker, Bush, Brancato, Clear, & Recktenwald,
2019). These existing relationships will allow the organization to effectively convene diverse stakeholders
and decisions makers from the community to serve on the Adolescent Health Advisory Board which will
help guide the program throughout the duration of the grant. Furthermore, the UK Center for Clinical and
Translational Science (CCTS) provides robust support for research management and evaluation.
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While UK serves as the primary applicant organization, the Principal Investigator is employed by
the UK College of Medicine with a clinical appointment in UK Adolescent Medicine. These entities are
also heavily involved in project application and management. The UK College of Medicine, which was
founded in 1960, provides innovative, high-quality education through a model curriculum emphasizing
early clinical experiences, integration of basic and clinical sciences, and innovative instructional
methods. Approximately 1,100 full-time basic science and clinical faculty members represent 7 basic
science departments and 18 clinical departments. The college also offers more than 50 specialty and
subspecialty areas of medicine for house staff and has one of 10 triple board residency programs in the
nation where residents can train in adult psychiatry, child and adolescent psychiatry, and pediatrics.
The UK Adolescent Medicine clinic sees over 10,000 patients per year and conducts numerous
communtiy outreach programs such as health boot camps at local schools to improve adolescent health
outcomes (UK OnCall Magazine, 2015).The clinic has a history of implementing and evaluating evidence
based programs to scale to improve adolescent health through clinical and community based
programming. The Young Parents Program, an innovative program that provides specialized clinical care
and health education to teen mothers and their infants, has demonstrated significant results in reducing
repeat teen pregnancy among participants (Omar, Fowler, & McClanahan, 2008). The expertise and
experience of the UK Adolescent Medicine team of physicians, nurses, socialworkers, nutritionists, and
psychologists will lead to postive outcomes for the HealthSmart Sex Education intervention program.
Furthermore, the UK, College of Medicine, and UK Adolescent Medicine department are adept at
collecting detailed reports to track program progress and continuously make quality improvements in
program delivery and ensure the best possible outcomes for program participants. We do not anticipate
issues with staff turnover during the grant period, but if any vacancies arise during the course of the
project, we will work with UK Human Resources department to quickly fill vacancies with temporary
and/or permanent staff as appropriate.

Bellnier 29
Partnerships and Collaboration

*Note- partners are organized by level of involvement in program implementation

Our team has identified several community partners and stakeholders that will be critical for the
successful implementation of the HealthSmart sex education intervention in Fayette County, Kentucky.
Several of the partners identified, including the Fayette County Public Schools, Lexington-Fayette County
Health Department, and the State Cabinet for Health & Family services are long-time partners of UK and
the UK Adolescent Medicine clinic. Our existing relationships with these organizations have informed
the development of this project from it’s inception, and their continued partnership will ensure
successful implementation and long-lasting positive outcomes for local adolescents. Existing
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relationships with key partners have also led to strong connections with newer partners/stakeholders
including the 16th District Parent Teacher Association (PTA), Fayette County Education Association, and
Partners for Youth. A detailed description of the expected roles of each partner/organization as well as
our plan for engagement are included below. Several of the partners listed below will designate
representatives to serve on our Adolescent Health Advisory board, while others will be kept up to date
about our program progress via quarterly progress reports.
Project Management
The HealthSmart Sex Education intervention will be overseen by the Principal Investigator and
Project Director of the UK Adolescent Medicine Department in close collaboration with Anne Frizzle,
Wellness coordinator from the Fayette County Public School system. The varied professional experience,
and personal resources represented by these three team members will provide a strong foundation for
the project. The Principal Investigator, Project Director, and Graduate Assistant will meet weekly and
they will meet with the Wellness coordinator bi-weekly to ensure consistent program coordination. The
team will also seek quarterly input and guidance from 13 diverse community stakeholders serving on the
Adolescent Health Advisory Board.
The project will follow a strict implementation and data collection schedule to ensure high
quality performance, successful accomplishment of project activities, and early identification of
challenges and barriers. During Years 1 and 2 we will utilize fidelity logs, teacher experience surveys and
qualitative interviews, and student experience surveys to collect data on program implementation and
make improvements to program quality. We will also collect data annually to evaluate reach, dose
delivered, and dose received as well as changes in student KAB to evaluate the overall program
outcome. Detailed illustrations of the timing of project development, implementation, and evaluation
are included in the Logic Model (Appendix D) and the Gantt Chart (Appendix E).
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To ensure robust training and minimize staff turnover throughout the project, we will enlist
training experts from ETR, utilize employee support resources from the UK HR office, and offer ongoing
professional support to all program staff. See Appendix C for detailed Organizational Chart. Detailed
descriptions of project team members and their responsibilties in relation to project management are
included in Table 6 below.
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TABLE 6. Project Management: Team Responsibilities and Experience
Title
Responsibilities
Principal
Investigator:
Dr. Joycelyn
Elders

Project Director:
Laura Bellnier

Graduate
Assistant:

Biostatistician:
Dr. Zoe
Washburne
FCPS Wellness
Coordinator:
Anne Frizzle
Instructional
Coaches:
Audre Lorde
Gloria Steinem

FCPS Wellness
Teachers (n≤20)

UK Adolescent
Medicine Social
Worker:
Alice Walker

Provides high-level direction of project development,
implementation, and evaluation; Reviews project data to ensure
progress on all metrics; Works with community partners and
stakeholders to secure program support; Assists in hiring project
staff; Develops fidelity monitoring tools, student opinion surveys,
teacher evaluation surveys, and qualitative interview guides;
Communicates program updates and results to Adolescent Health
Advisory Board and other stakeholders
Manages all administrative efforts related to program
implementaiton including: Managing program budget, process
evaluation & outcome evaluation; Submits IRB continuation reviews
and modification requests; Leads hiring and termination processes
for new staff; Coordinates Human Subjects Protection training for all
relevant program staff; Leads development of REDCap projects and
study instruments; Coordinates Adolescent Health Advisory Board
meetings; Conducts qualitative interviews and coding; Assists in
school-based data collection as needed
Assists in administrative efforts related to program implementation
including: Formatting and management of program instruments and
REDCap project; Data management and cleaning; Conducts
qualitative interviews and assists with coding; Assists with schoolbased data collection as needed;
Provides expertise on program study design; Provides consultation
on REDCap Project Design; Conducts data analysis; Provides data
interpretation for program publications, presentations, etc.

Serves as primary liaison with Fayette County Public Schools and
Administrators; Identifies key stakeholders; Supervises Instructional
Coaches; Coordinates Instructional Coach training and annual
teacher training; Provides expertise for coaching issues as needed.
Assists with organizing and facilitating annual teacher training;
Conducts fidelity monitoring
visits and teacher feedback sessions; Conducts 1-on-1 teacher
coaching and support; Facilitates teacher group calls; Conducts
student survey data collection in classrooms; Facilitates group calls
for teachers; Works with selected teachers to prepare for annual
training in Year 2 and Year 3.
Attends training before intervention begins; Delivers HealthSmart
Sex education intervention in regularly scheduled health classes;
Completes fidelity monitoring forms; Participates in instructional
coaching sessions and biannual group calls; Serve as mentor for
future teachers. A select few teachers from Year 1 and Year 2 will
assist with training in subsequent years.
Facilitating portion of annual training; Delivers presentations on
health resources in schools; Manages relationships with school
health personnel and administrators to ensure student referrals to
clinical services; Manages and follows up on student referrals.

Experience

MD/PhD from Emory University with
over 15 years of experience in clinical
practice and research; served as PI on 2
previous RO1 grants from the National
Institute of Health.

BA in Women’s and Gender Studies
from Berea College; MPH from UK;
training in facilitating sex education
programming; 7 years of experience in
program management.

Bachelor Degree Required

PhD. in Biostatistics from Washington
University; 10 years of experience
designing studies and overseeing
analysis.
BS and MPH from UK, 10 years as a
wellness teacher and 5 years
coordinating wellness curriculum and
delivering training county-wide.
Audre Lorde: BA from Hunter College;
Graduate Certificate in Human Sexuality
from University of Michigan; 5+ years of
facilitating sex education in schools.
Gloria Steinem: BA from Smith College;
Has led Our Whole Lives sexuality
education curriculum for 10 years.
All wellness teachers have Kentucky
teaching certification and previous
experience delivering health & wellness
curriculum in Fayette County Schools.
BA from Spelman College; MSW
University of Michigan; 7 years serving
adolescents and their families as a social
worker.
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APPENDIX A.
Budget Justification
A. Personnel Salaries & Wages
Title

%FTE

Annual
Salary*

Salary

Fringe
Requested

Total
Requested

Principal Investigator

15%

$100,000
$103,000
$106,090

$15,000
$15,450
$15,914

Project Director

100%

$60,000
$61,800
$63,654

$60,000
$61,800
$63,654

$18,930
$19,498
$20,083

$78,930
$81,298
$83,737

Graduate Assistant

50%

$32,000
$32,960
$33,949

$16,000
$16,480
$16,974

$6,490
$6,685
$6,885

$22,490
$23,165
$23,860

Biostatistician

10%

$100,000
$103,000
$106,090

$10,000
$10,300
$10,609

$2,743
$2,825
$2,910

$12,743
$13,125
$13,519

UK Social Worker

15%

$50,000
$51,500
$53,045

$7,500
$7,725
$7,957

$2,521
$2,596
$2,674

$10,021
$10,321
$10,631

$4,115
$4,238
$4,365

$19,115
$19,688
$20,279

*Annual salaries for Years 1-3 include standard 3% raises
Dr. Joycelyn Elders, MD/PhD, Principal Investigator (15%): Dr. Joycelyn Elders is a practicing physician
in the UK Adolescent Medicine Department with a research appointment in the College of Medicine. Dr.
Elders will contribute 15% FTE to providing high level program design and implementation support of
the project. Dr. Elders will work with community stakeholders to secure support for the project and will
serve as the primary contact to disseminate information about the program to stakeholders.
Laura Bellnier, BA, MPH, Project Director (100%): Laura Bellnier will contribute 100% FTE to the support
of this project. Ms. Bellnier will be responsible for overseeing all daily operations of the project,
including managing the program budget, process evaluation & outcome evaluation; submitting IRB
continuation reviews and modification requests; leading hiring and termination processes for new staff;
securing Human Subjects Protection training for all relevant program staff; leading development of
REDCap projects and study instruments; coordinating Adolescent Health Advisory Board meetings;
conducting qualitative interviews and coding; and assisting in school-based data collection as needed.
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Graduate Assistant, University of Kentucky (50%): Each year of the project we will employ one graduate
student from the UK to serve as a graduate assistant. This student will spend 20 hours per week assisting
with program administration, data collection, and data management.
Dr. Zoe Washburne, BS, PhD, Biostatistician (10%): Dr. Zoe Washburn will provide expertise on program
study design, assist with REDCap project design and conduct data analysis for the project. Dr.
Washburne’s primary focus will be on student pre-and post intervention surveys.
Alice Walker UK Adolescent Medicine Social Worker (15%): Ms. Walker will serve as a resource for
students in Fayette County Public Schools throughout the project. She will manage partnerships and
relationships with school-based clinic staff, provide education to students and families, and assist with
the annual teacher training.
B. Fringe Benefits
Fringe benefits will be calculated based on an established rate of 21.25%. The benefits package includes
health insurance.
Staff Member
Principal Investigator
Project Director
Graduate Assistant
Biostatistician
UK Social Worker

Fringe Benefit*
$4,115
$4,238
$4,365
$18,930
$19,498
$20,083
$6,490
$6,685
$6,885
$2,743
$2,825
$2,910

Total Amount
$12,718
$58,511
$20,060
$8,748

$2,521
$2,596
$7,791
$2,674
*Annual salaries and subsequent fringe for Years 1-3 include standard 3% raises
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C. Sub-Award Personnel
Title

%FTE

Wellness Coordinator

15%

Instructional Coach 1

100%

Instructional Coach 2

100%

Annual
Salary*

Salary

$55,000
$56,650
$58,350
$45,000
$46,350
$47,741

$8,250
$8,498
$8,752
$45,000
$46,350
$47,741

$45,000
$46,350
$47,741

$45,000
$46,350
$47,741

Fringe
Requested

Total
Requested

$15,743
$16,215
$16,701

$60,743
$62,565
$64,442

Annual
$2,761
$2,843
$15,743
$16,215
$16,701

$10,930
$11,258
$11,596
$60,743
$62,565
$64,442

*Annual salaries for Years 1-3 include standard 3% raises
Anne Frizzle, BS, MS, FCPS Wellness Coordinator (15%): Anne Frizzle will serve as the primary liaison for
the Fayette County Public School system as well as the supervisor for the two Instructional Coaches. Ms.
Frizzle will assist with building relationships with administrators across the school system and will
provide guidance and technical assistance to the instructional coaches as needed.
Instructional Coaches: Audre Lorde, BA, Graduate Certificate in Human Sexuality, (100%) &
Gloria Steinem, BA, Our Whole Lives (OWL) Facilitator (100%): The two instructional coaches will serve
as the primary resource for all teachers participating in the intervention. They will assist with organizing
and facilitating annual teacher training; contuct fidelity monitoring visits and teacher feedback sessions;
conducts 1-on-1 teacher coaching and support; facilitate teacher group calls; conducts student survey
data collection in classrooms; facilitate group calls for teachers; and work with selected teachers to
prepare for annual training in Year 2 and Year 3.
D. Supplies: The primary supply cost for this project will be HealthSmart workbooks for all students
participating in the intervention. We anticipate approximately 5,800 students will take part in the
intervention during the grant. By rounding the total number of workbooks up to 6,000 to account for
potential growth in schools, we anticipate a total cost of $18,000 ($90 for each set of 30 books). We will
also purchase sex education demonstration kits for all 20 of teachers in Year 1 and 10 additional kits to
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replace damaged stock in Year 3. This will come to a total cost of $4,000 in Year 1 and $2,000 in Year 3
($200 per kit, 20 kits Year 1, 10 kits Year 3). In Year 1 we will spend $2,400 to purchase i-Pads for both
instructional coaches, and two additional i-Pads for the Project Director and Graduate Assistant to use
during data collection (4 units at $600). In Year 1 we will also spend $3,000 to purchase laptops for the
Project Director and Graduate assistant to use in the office (2 units at $1,500).
E. Travel
Local travel to school site visits conducted by the Project Investigator, Project Director, Graduate
Assistant, Instructional Coaches, and Wellness coordinator will be covered by the cost of this grant. We
anticipate local travel costs to total $4,500 (3,000 miles per year at a rate of 50 cents per mile or $1,500
per year). Funding will also be used for the Project Directors’ meeting in Washington, DC, which the
Project Director will attend all three years of the project. The cost for the Project Directors’ meeting will
be approximately ($300 for airfare, $200 for per diem, and $500 for lodging). In Year 2, the Wellness
coordinator and two Instructional Coaches will attend the National Sex Ed Conference in New Jersey.
The total cost of this will be $4,450 ($1,500 for conference registration, $900 for airfare, $1,500 for
lodging for 3 nights, and $550 for per diem).
F. Training & Incentives: The primary expense of the annual 3-day teacher training will occur in Year 1
when a consultant from ETR will be hired to train all Year 1 teachers as well as the Wellness coordinator
and Instructional Coaches. The cost of professional training is $9,000 ($1,000 per participant with 6
Teachers, 2 Instructional Coaches, and the Wellness coordinator attending). All trainings in Year 2 and
Year 3 will be facilitated by project staff members and teachers. Additional training expenses will include
$1,200 for food ($400 per year) and a total of $3,000 for teacher stipends ($150 stipends for 20
teachers, 6 in Year 1, 6 in Year 2, 8 in Year 3). Because the intervention will require teachers to do
significant additional work by completing fidelity forms, submitting attendance logs, and participating in
coaching and mentoring sessions, at the end of each year teachers who are actively delivering the
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intervention will also receive a $500 stipend totaling $19,000 over the course of the grant ($500 per year
with a total of 38 active implementations; 6 in Year 1, 12 in Year 2, and 20 in Year 3).
G. Other: We will fund the full cost of tuition for a graduate assistant for all three years of the project
using rates based on standard in-state graduate tuition at UK ($13,500 for Year 1, $14,000 for Year 2,
and $14,500 for Year 3). We will also provide all participating schools a $500 each year that they
participate in the intervention to assist with extra administrative costs. Finally, to acknowledge the
contributions of our Adolescent Health Advisory Board members, we will provide each CAB member
with a $15 meal voucher for each meeting they attend during the grant which will total $2,340 ($15 per
meal x 13 AHAB members x 4 meetings per year x 3 years).
H. Total Costs
Year 1

Year 2

Year 3

Supplies

$15,400

$6,000

$8,000

Travel

$2,500

$5,950

$2,500

Teacher Training & Incentives

$13,300

$7,300

$11,600

Other: School Stipends

$1,500

$4,000

$6,000

Other: Tuition for GRA

$13,500

$14,000

$14,500

Personnel Costs

$143,298

$147,597

$292,504

Sub-Award

$132,415

$136,388

$140,479

F&A

$75,948

$78,227

$155,027

$397,861

$399,461

$630,611

Total
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Appendix B. Program Budget
May 1, 2021 - April 30, 2024
Personnel

Effort

Principal Investigator

15.00% $100,000 $15,000

Project Director

100.00%

Salary

Year 3

Year 2

Year 1
Fringe

Total

Effort

Salary

$4,115

$19,115

15.00% $103,000 $15,450

Fringe

Total

Effort

Salary

$4,238

$19,688

15.00% $106,090 $15,914

Fringe

Total

$4,365

$20,279

$60,000 $60,000 $18,930

$78,930

100.00%

$61,800 $61,800 $19,498

$81,298

100.00%

$63,654 $63,654 $20,083

$83,737

MPH GRA (up to 50%)

50.00%

$32,000 $16,000

$6,490

$22,490

50.00%

$32,960 $16,480

$6,685

$23,165

50.00%

$33,949 $16,974

$6,885

$23,860

Social Worker

15.00%

$50,000

$7,500

$2,521

$10,021

15.00%

$51,500

$7,725

$2,596

$10,321

15.00%

$53,045

$7,957

$2,674

$10,631

Biostatistician

10.00% $100,000 $10,000

$2,743

$12,743

10.00% $103,000 $10,300

$2,825

$13,125

10.00% $106,090 $10,609

$2,910

$13,519

Wellness Coordinator

15.00%

$2,680

$10,930

15.00%

$2,761

$11,258

15.00%

$2,843

$11,596

Instructional Coach 1

100.00%

$45,000 $45,000 $15,743

$60,743

100.00%

$46,350 $46,350 $16,215

$62,565

100.00%

$47,741 $47,741 $16,701

$64,442

Instructional Coach 2

100.00%

$45,000 $45,000 $15,743

$60,743

100.00%

$46,350 $46,350 $16,215

$62,565

100.00%

$47,741 $47,741 $16,701

$64,442

Sub-Award Personnel
$55,000

Supplies

$8,250

$56,650

$8,498

$58,350

$8,752

$15,400

$6,000

$8,000

$2,500

$6,950

$2,500

Teacher Training & Incentives

$13,300

$7,300

$11,600

Other: School Stipends

$1,500

$4,000

$6,000

Other: Tuition for GRA

$13,500

$14,000

$14,500

Personnel Costs

$143,298

$147,597

$292,504

Sub-Award

$132,415

$136,388

$140,479

F&A

$75,948

$78,227

$155,027

Total

$397,861

$400,461

$630,611

Travel

GRAND TOTAL

$1,428,934
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Appendix B. Program Budget, continued
Travel, Training, & Supplies Detailed Expenses
YR1
YR2
YR3
Travel - total
Mileage
Airfare
Lodging
Per Diem
Conference Fees

2500
1500
300
500
200
0

6950
1500
1200
2000
750
1500

2500
1500
300
500
200
0

Training & Incentives
Teacher Training Incentives
Annual Training Fee
Food
Annual Completion Incentives

13300
900
9000
400
3000

7300 11600
900
1200
0
0
400
400
6000 10000

Supplies- Total
HealthSmart Workbooks
Demonstration Kits
Laptops
i-Pads

15400
6000
4000
3,000
2400

6000
6000
0
0
0

8000
6000
2000
0
0
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APPENDIX C. Organizational Chart
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Appendix D. HealthSmart Sex Ed Intervention Logic Model
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Appendix E. Gantt Chart
T
h
T
hi
C
el
C
el
R
o

HEALTHSMART SEX EDUCATION INTERVENTION
TASK

START

END

2021

2022

2023

2024

MAY JUN

JUL

AUG SEPT OCT NOV DEC JAN

FEB

MAR APR MAY JUN

JUL

AUG SEPT OCT NOV DEC JAN

FEB

MAR APR MAY JUN

JUL

AUG SEPT OCT NOV DEC JAN

FEB

MAR APR MAY JUN

JUL

AUG SEPT OCT NOV DEC

MAY JUN

JUL

AUG SEPT OCT NOV DEC JAN

FEB

MAR APR MAY JUN

JUL

AUG SEPT OCT NOV DEC JAN

FEB

MAR APR MAY JUN

JUL

AUG SEPT OCT NOV DEC JAN

FEB

MAR APR MAY JUN

JUL

AUG SEPT OCT NOV DEC

MAY JUN

JUL

AUG SEPT OCT NOV DEC JAN

FEB

MAR APR MAY JUN

JUL

AUG SEPT OCT NOV DEC JAN

FEB

MAR APR MAY JUN

JUL

AUG SEPT OCT NOV DEC JAN

FEB

MAR APR MAY JUN

JUL

AUG SEPT OCT NOV DEC

MAY JUN

JUL

AUG SEPT OCT NOV DEC JAN

FEB

MAR APR MAY JUN

JUL

AUG SEPT OCT NOV DEC JAN

FEB

MAR APR MAY JUN

JUL

AUG SEPT OCT NOV DEC JAN

FEB

MAR APR MAY JUN

JUL

AUG SEPT OCT NOV DEC

Program Development & Support
Training Instructional Coaches
Adolescent Health Advisory Board Meetings
Zoom Meeting for Teachers (2 per academic year)
Teacher Coaching Sessions

T
h

Year 1 Schools (Leestown, Morton, Winburn)
Teacher Training (required in Year 1, as needed Year 2 & 3)
Student Pre-Testing & Post-Testing
Program Implementation & Process Evaluation Data Collection
Teacher Evaluation (self-evaluation and coach observations)
Qualitative Interviews

Sam Year

2 Schools (Jessie Clark, Southern, Tates Creek, LTM, SCAPA)

Teacher Training (Required in Year 2, as needed in Year 3)
Student Pre-Testing & Post-Testing
Program Implementation & Process Evaluation Data Collection
Teacher Evaluation (self-evaluation and coach observations)
Qualitative Interviews
Sam Year

3 Schools (Edyth J. Hayes, Beaumont, Bryan Station, Crawford)

Teacher Training
Student Pre-Testing & Post-Testing
Program Implementation & Process Evaluation Data Collection
Teacher Evaluation (self-evaluation and coach observations)

Bellnier 43
Appendix F. Mathtech Questionnaire Samples.
Knowledge:

Attitudes:

Bellnier 44
Confidence/ Self-Efficacy

Behaviors
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